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In recent years, there has
been increased attention and empha-
sis on the relationship between men-
tal and physical health. This may, in
part, be associated with changes in
the delivery of health care, 1.c., ser-
vices are becoming more centralized,
and treatment for mental health
problems is often no longer possible
without first receiving a referral from
a primary care physician. In psychia-
try, more intensive study of physi-
ological and biological correlates

of mental disorders has highlighted physical outcomes associated
with mental disorders. At the same time, recent studies have indi-
cated that most people with mental disorders never seek psychiat-
ric treatment (1) and that even people who recognize their symp-
toms as psychologically-based prefer not to go to a separate men-
tal health setting for treatment (2). As a result, clinicians and re-
searchers have begun to focus on methods of identifying those who
need mental health services in medical settings and on the delivery
of mental health care in these same settings. “Mental health ser-
vices” research has been particularly focused on these issues. Stud-
ies have shown, for example, that individuals seen in medical set-
tings have higher rates of mental disorders (depression has been
the best studied of these) than do those in the general population
(3, 4. More recently, mental health services researchers have be-
gun to examine the role of trauma in predicting who will seek medi-
cal treatment and on medical outcomes associated with trauma ex-
posure. These studies have focused on the experience of sexual
abuse and assault, childhood abuse in particular, and the range of
outcomes associated with those events, including physical com-
plaints, physical health, and service utilization.

At the same time, studies of military populations exam-
ining the relationship between combat or other military exposure
(e.g., prisoner of war experiences) and poor health outcomes have
increasingly found that PTSD is an important link between trauma
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exposure and physical health, with
combat-related PTSD being associ-
ated with a range of physical health
problems. As the VA increases the
proportion of its patients who are
women and the range of trauma ex-
posure in male and female military
populations is more clearly docu- [ 28
mented, non-combat trauma will §
most likely be explored for its rela-
tionships with PTSD and health as
well. Conversely, the research on mili-
tary populations, with its focus on
PTSD, can inform mental health services

studies examining how trauma is related to health outcomes. In the
present article, we will summarize some of this literature along with a
number of ways of understanding the association between trauma and
health. Clinical assessment issues raised by this focus are raised, and
suggestions for assessment and intervention are offered.

Exposure to traumatic events has been linked with health com-
plaints and poor physical functioning in the general population. For
example, Golding (5) found that those reporting a history of sexual
assault in the Epidemiologic Catchment Area (ECA) studies had poorer
health perceptions, more reported functional limitations, and a greater
frequency of both medically explained and unexplained symptoms.
Examining a broader range of traumatic events in the Los Angeles
ECA data, Ullman and Siegel (6) found that a traumatic event history
predicted poorer health perceptions, more chronic physical limitations,
and higher likelihood of a chronic medical condition, even when con-
trolling for age, gender, social class, and psychiatric disorder. These
findings hold in medical settings as well. Koss and her colleagues stud-
ied victims of crime, including rape, in more than 2,000 women who
were patients in a health care organization (7, 8). Victimized women
not only reported more distress, but also they had an increase of 15-
25% in non-psychiatric physician visits in the first year after victimiza-
tion, with utilization remaining elevated throughout the course of the
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In this issue we are pleased to have Dr. Bonnie Green, President-clect of the International Society for Traumatic Stress Studies,
and Dr. Paula Schnurr, Deputy Director, National Center for PTSD, present an overview of the research exploring the link
between trauma, PTSD, and physical health. The link between trauma and health and the recognition that most trauma victims
do not seek mental health services have led to efforts to develop a dialogue between primary care and mental health providers.
Recently, the National Center for PTSD initiated and coordinated a VA PTSD/Primary Care Summit meeting with VA Central
Office (Mental Health Strategic Healthcare Group and Office of Ambulatory Care), Pfizer Pharmaceuticals, and the Institute
for Behavioral Healthcare/Centralink. The meeting focused on PTSD as an example of a complex clinical condition linked to a
decrease in physical health functioning in VA populations. VA representatives had the opportunity to discuss innovative ap-
proaches to integrating mental health screening, assessment, and treatment in primary care settings. Target outcomes related to
screening for PTSD in primary and specialty care medical clinics included: a) improved patient physical health; b) increased
patient satisfaction; ¢) increased cost savings; and d) more efficient service delivery.

We are also pleased to feature an article by Drs. Kathleen Melia and Amy Wagner that considers the application of Marsha
Linehan’s Dialectical Behavior Therapy to the treatment of PTSD. From a psychodynamic perspective, complicated chronic
PTSD maybe understood as having become a disorder of the self in which symptoms characterized by a loss of self-cohesion
and self-validation result in identity disturbance, emotional lability, and interpersonal difficulties. Borderline Personality Disor-
der (a disorder similarly characterized by self-invalidation and emotion dysregulation) has been shown to be successfully
treated with Dialectical Behavior Therapy (DBT). Melia and Wagner highlight the importance of treatment strategies that seek
to maintain treatment engagement and compliance, and review the components related to DBT psychosocial skills training.
Linehan’s eight assumptions about patients and treatment are also presented and might be particularly helpful to VA practitio-
ners treating chronic combat-related PTSD, a disorder that is similarly difficult to change and slow in responding to treatment.
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(two-year) study. Felitti and colleagues (9) followed nearly 10,000
people in an HMO setting and found that those with four or more
categories of traumatic childhood exposure were at increased risk
for a variety of mental health and physical health problems, includ-
ing drug abuse, suicide attempts, obesity, and chronic physical dis-
eases. Walker and colleagues (10, 11) studied the impact of child-
hood sexual and physical abuse in 1,225 women in an HMO. Forty-
three percent of the women were classified as having experienced
some type of childhood maltreatment, and women with this history
perceived themselves as having poorer health, greater functional dis-
ability, and more distressing physical symptoms than those without a
trauma history. They also received more [CD-9 diagnoses for physi-
cal and psychiatric disorders by their physicians. Health care utiliza-
tion and costs were elevated as well. Sexual abuse, compared to
physical abuse or no abuse, was associated with the most health prob-
lems. Unfortunately, the links between trauma history and current
physical problems don’t necessarily get picked up in medical settings.
For example, Robohm and Buttenheim (12) found that most survi-
vors of childhood sexual abuse in their study (82%) reported that
they had never been asked about a history of sexual abuse or assault
by their provider, in spite of reporting more discomfort during gy-
necological examinations than women without abuse, as well as more
intrusive thoughts, overwhelming emotions, and feelings of detach-
ment from their bodies. Similarly, McCauley and colleagues (13) in-
terviewed 21 women who were in group therapy for domestic vio-
lence and found that while most had seen their “regular doctor” in
the prior year, only one in three had discussed the abuse with the
clinician. These findings suggest that while trauma impacts are likely
to be missed in primary care settings, these settings would actually be
appropriate and practical places to screen for trauma history, and to
intervene to reduce psychiatric distress, fear and discomfort, and in-
appropriate use of medical care.

Schnurr and colleagues (14, 15) have reviewed the litera-
ture on the relationship between PTSD and physical health, much
of it originating from military samples. This work indicates that
PTSD 1s consistently associated with self-reported physical health
conditions, with perceived health status, and with somatic symptoms.
A few studies have examined the relationship of PTSD with physi-
cian-diagnosed medical disorders as well. For example, Beckham
and colleagues (16) found that combat veterans with PTSD had more
physician-diagnosed medical disorders than veterans without PTSD,
even controlling for health practices that may contribute to these
conditions (smoking, alcohol abuse).

While studies of women in the community and in primary
care settings have not tended to explore mechanisms for the link
they are finding between trauma and health, studies of trauma and
physical health in military populations suggest that a potent mecha-
nism linking trauma exposure to health outcomes is the diagnosis
of PTSD. For example, Taft et al. (17), using the National Viet-
nam Veterans’ Readjustment Study (NVVRS) data set, found that,
for men and women both, the effect of combat exposure on
physical health conditions and functional health status was medi-
ated through PTSD. These same relationships have also been
found for older male veterans (18) and for female Vietnam war
veterans (14, 19).

TRAUMA AND PHYSICAL HEALTH

In spite of this increasingly sophisticated research, the mecha-
nisms for the association between trauma and health, and even be-
tween PTSD and health, are not yet well delineated. Many psycho-
logical, physiological, and behavioral correlates of PTSD are them-
selves associated with poor physical health and thus could mediate
relationships among trauma, PTSD, and adverse health outcomes
(14, 15). For example, Friedman and Schnurr (14) suggested that
cardiovascular reactivity, disturbed sleep physiology, and adrenergic
dysregulation, among other biological changes in PTSD, might pro-
mote medical illness. They also suggested that psychological factors
such as depression, hostility, and coping could be important as well.
Depression in particular is correlated with a range of poor health
outcomes (20), and recent findings implicate biological aspects of
depression as causal factors in cardiovascular disease (21). Psychiat-
ric comorbidity of any type may increase health problems, in that
individuals with multiple disorders may have more severe psychiat-
ric illness than those with a single disorder, may experience more
discomfort directly from their wider range of symptoms, and/or
may have a greater number of pathological processes that could af-
fect their medical condition.

R ecent studies have indicated

that most people with mental
disorders never seek psychiatric
treatment

Risky behaviors are another potential link between trauma
exposure and poor health outcomes. Many of these behaviors are
directly associated with medical help seeking, and put the person at
higher risk for a variety of negative medical events. In the Walker
studies (10, 11), risky sexual behaviors (e.g., teen pregnancy, number
of sexual partners, number of abortions) were higher in those with
maltreatment histories. Trickett and colleagues (22) recently reported
that sexually abused girls in their longitudinal study, compared to
demographically matched non-abused girls, were more likely to have
had at least one child during their teenage years (15% versus 8%),
had their babies earlier on average, and had more children. Felitti et
al. (9) similarly found an association between childhood trauma and
increased risk for multiple sexual partners (50 or more) and sexually
transmitted diseases. In a study that we recently completed and are
now analyzing at Georgetown, 363 college women from six institu-
tions were screened for trauma exposure, and data on self-reported
health and sexual practices were gathered, along with structured clini-
cal and diagnostic interviews. Although the women in this study can
be considered a low-risk, high resource group, we found a number
of differences in reported risk behavior and health practices. Women
with childhood physical abuse and sexual abuse, compared to those
without any trauma exposure, had more lifetime sexual partners
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(means of 4.1 and 6.6, compared to those with no trauma, 2.6), were
3-4 times more likely to have been tested for HIV, were much more
likely to have been pregnant (14% and 24%, compared to 2% of
participants with no history of trauma), and were 5 to 10 times more
likely to have had an abortion. They were also 2 to 4 times as likely
to report pelvic pain when they were not menstruating, and they re-
ported twice as many past year doctor visits for physical problems.
These high-risk health behaviors found in a number of studies may
provide additional links between trauma and medical morbidity (23,
24).

Life style practices, including smoking and alcohol abuse, which
may be associated with prior trauma exposure, also potentially pose
a risk for poorer health and even serious disease. Felitti and col-
leagues (9) found strong dose-response relationships between num-
ber of childhood traumas and likelihood of smoking, substance abuse,
obesity, and lack of exercise. Given the magnitude of such relation-
ships, one might predict that lifestyle practices would explain a sub-
stantial amount of the association between PTSD and poor health.
To date, however, this has not been born out. Many studies have
controlled for smoking and substance abuse, and sometimes other
factors, and still have observed significant effects of PTSD on health
(15). For example, using path analysis, Schnurr and Spiro (18) found
that smoking and alcohol consumption did not account for a signifi-
cant amount of the relationship between PTSD and self-reported
physical health in a large group of older military veterans. However,
behavioral factors need to be subjected to more careful scrutiny be-
fore firm conclusions can be drawn about their role in mediating the
effects of trauma and PTSD.

These findings lead to a number of suggestions for assess-
ment and intervention. In light of the association between risky sexual
and reproductive behaviors and health-related outcomes, trauma
screening should be a component of any public health effort to de-
crease risky behavior. Further, given the relatively high prevalence
of trauma survivors in medical settings, primary care providers should
be trained to identify trauma exposure in their patients. Taking a
trauma history should be an integral part of medical history taking,
particularly in patients who somatize, have high distress, and use ex-
cessive health care resources. This recommendation is challenging,
since primary care providers, increasingly, have less time to spend
with their patients, not more, and evaluating trauma history and psy-
chiatric disorders would increase their burden even further. This
suggests that simply training physicians about these issues may not
result in better and more comprehensive care. Creative solutions are
needed. Selfreport screening conducted simultaneously with medi-
cal history taking may be useful. The physician would then have the
option of reviewing the report, of asking the patient whether he or
she wanted to discuss anything reported, or of asking additional ques-
tions to get a clinical sense of their potential connection, psychologi-
cally or temporally, with the physical complaints for which the pa-
tient sought treatment. For physicians inquiring about trauma, a clear
follow-up plan or procedure needs to be in place when significant
trauma is recognized. One reasonable option would be to schedule
a follow-up visit to explore the impact of the trauma history more
thoroughly. This procedure may result in a mental health consulta-
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tion or referral, or treatment by the primary care physician for spe-
cific syndromes (i.e., PTSD or depression, usually with medication).
A nurse within a practice might be designated to follow-up with pa-
tients and consider options for those who need mental health treat-
ment. In facilities like the VA where primary care and psychiatric
services may be located at the same site, closer alliances between
these different areas for traumatized patients are feasible and would
likely lead to better quality of care. We therefore encourage mental
health practitioners to seek out partnerships with primary care physi-
cians including mutual education and active exchange of informa-
tion and patient referrals.

For the clinician seeing patients in a mental health setting, more
attention can be paid to physical manifestations of psychiatric illness
and to helping patients understand the links between their psycho-
logical distress and their physical health. Patients with PTSD and
other disorders can be helped to understand how these psychiatric
problems affect their physical health. In the VA, there is already sen-
sitivity to the possibility of past trauma, particularly warzone stres-
sors in mental health populations, and to the link between traumatic
exposure and mental health. However, it is also important to learn
about other types of trauma in a patient’s past and to explore risky
health-related behaviors and lifestyle issues like smoking and alcohol
abuse that may contribute to health problems independently, or
through their relationship with trauma. The patient’s physical health
problems and visits to non-psychiatric physicians should be explored
as well, to learn more about his or her general health history, as well
as to increase the patient’s awareness of the interdependency of his
or her mental and physical health. Patients can be helped to think
about ways that they may take better care of themselves physically,
with an eye toward improving their overall physical condition.

As we understand better the biological correlates of psychi-
atric conditions, and as changes in health care delivery re-centralize
service access, some increased cooperation, if not collaboration,
between primary and specialty care providers is inevitable. While
this process is difficult in some ways, it may also present an opportu-
nity to provide the patient with more integrated health care, and to
highlight the interdependency of various aspects of illness and health.
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THE APPLICATION OF DIALECTICAL
BEHAVIOR THERAPY TO THE TREATMENT
OF POSTTRAUMATIC STRESS DISORDER

KATHLEEN MELIA, PH.D. & AMY W. WAGNER, PH.D.

Dialectical Behavior Therapy
(DBT) 1s a multi-stage, multi-modal
psychotherapy developed for the
treatment of borderline personality
disorder (BPD) by Linehan and her
colleagues at the University of
Washington. It is, at its core, a cog-
nitive-behavioral therapy. How-
ever, it 1s distinguishable from other
cognitive-behavioral therapies by
two additional theories that under-
lie and guide the treatment: (a) a
biosocial theory of emotion dys-
regulation and (b) the theory of dialectics. It is also somewhat uniquely
influenced by Eastern philosophy and mindfulness practices. To date,
DBT is the only empirically validated treatment for suicidal patients
diagnosed with BPD. Studies have shown that, compared to treat-
ment as usual in the community, DBT significantly reduces treatment
dropout, the intensity and lethality of parasuicidal behaviors, the
number of inpatient psychiatric hospitalizations, and the level of self-
reported anger and social adjustment problems among individuals
with BPD (1,2). Moreover, these improvements are generally main-
tained at one-year post-treatment (3). A complete review of DBT is
well beyond the scope of this paper. Our intention is to review its
key features and discuss their potential applicability to the treatment
of trauma related disturbances, especially PTSD. We will first briefly
review the current status of treatment for PTSD, and suggest the
ways in which DBT might serve as an important adjunct to existing
stage-oriented cognitive-behavioral therapies. The reader is referred
to Linehan’s treatment manuals for a more comprehensive explica-
tion of DBT (4,5).

Kathleen Melia, Ph.D.

Current Treatment of PTSD

Many treatments for PTSD have evolved in the twenty
years since it was first recognized as a formal psychological disorder.
Among them, the cognitive behavioral approaches of flooding,
implosive therapy, prolonged exposure, systematic desensitization,
and cognitive processing therapy have received the most empirical
support (cf. 6). Unfortunately, clinical experience suggests that these
interventions are often not initially effective with complex clients
who have difficulty engaging in treatment and/or who are
experiencing chronic crises or extreme instability in living. In recent
years, a growing appreciation of the intricacy of responses to trauma
has led to the development of more elaborate and inclusive
treatments for PTSD (see for example, Keane et al. (7), Cloitre (8)
and Najavits (9). These treatments all highlight the importance of
addressing problems related to safety and stability in living, (typically

called Stage I) to a much greater
extent than earlier interventions.
However, despite this focus,
methods for addressing Stage |
problems are not as well specified
as those for conducting trauma-
focused work. Furthermore,
strategies for engaging and
maintaining clients in treatment are
rarely articulated. This is especially
important, as many of the
problems associated with PTSD
(e.g., avoidance, 1solation, substance
abuse, etc.) may actively interfere with the therapeutic alliance

and treatment compliance.

DBT may serve as a useful adjunct to exposure-based
trauma treatments with its specific emphasis and elaboration on Stage
[ treatment and its inclusion of methods to facilitate treatment
engagement and compliance. Moreover, DBT has recently been
successfully applied to a wider range of clinical populations (in
addition to BPD) including individuals diagnosed with substance
abuse, eating disorders, and adolescent behavior problems (10-12).
Like BPD, these phenotypically dissimilar disorders all share as a
focal problem a tendency towards emotional dysregulation, and it 1s
likely that DBT’s effectiveness with them derives at least partially
from its emphasis on enhancing affect regulation. Given that many
of the problems characteristic of PTSD, including irritability,
emotional and physiological reactivity to cues, and emotional
numbing and detachment, can readily be construed as indicators of
emotional dysregulation, it is likely that DBT would be similarly
applicable to the treatment of PTSD. We will now briefly review the
core components of DBT (especially Stage I) and discuss their
applicability to the treatment of PTSD as well as other traumatic sequelae.

Amy Wagner, Ph.D.

Biosocial Underpinnings of DBT

Linehan’s biosocial theory provides a framework by which
to understand the development and maintenance of problematic be-
haviors and greatly informs the content of the treatment. The theory
1s predicated on the idea that the central problem in BPD is severe
emotion dysregulation; most borderline behaviors are understood
as related to this fundamental difficulty. The theory asserts that se-
vere emotion dysregulation results from a life-long transaction be-
tween a biologically based vulnerability to emotional stimulation on
the part of the individual and an environment that chronically and
pervasively invalidates a person’s communications of private or emo-
tional experiences. A consequence of this transaction is that, over time,
the individual learns to mistrust his/her private experiences and fails to
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learn adaptive ways of expressing and regulating emotional responses.

This theory was originally proposed to account for the be-
haviors characteristic of BPD, but it may also explain susceptibility
to (and maintenance of) PTSD reactions in some individuals. For
example, biological vulnerability has been proposed as a risk factor
for PTSD (13), and research suggests that severe trauma can perma-
nently alter limbic system functioning (14), which is involved in emo-
tion regulation. Further, trauma can be viewed as inherently invali-
dating of one’s perceptions and experiences (15), and self-invalida-
tion (e.g., “I shouldn’t be reacting this way”; “it 1s my fault”) may be
involved in the maintenance of some PTSD-related behaviors. Based
on this theory, a primary focus of DBT is teaching emotion regula-
tion as well as self-validation, in the context of a validating therapeu-
tic environment. This focus appears equally well suited to the needs
of individuals with PTSD.

Specific Structure of DBT

In the complete, standard DBT model, therapy is structured
according to stages, targets, modes, and functions of treatment. Simi-
lar to other stage-oriented treatments, the stages progress from ini-
tially focusing on safety, stability, and connection to the therapist (Stage
I), to increasing the capacity for emotional experiencing (Stage II),
and ultimately, to addressing more general problems in living (Stage
[1I) and meaning issues (Stage IV). DBT also includes a pre-treat-
ment stage in which the client is oriented to the treatment and a com-
mitment to treatment is solicited. Most of what has been written on
DBT (including the outcome studies) pertains to Stage I, and as men-
tioned, Stage | appears to offer a unique adjunct to standard PTSD
treatments. The five stages of DBT, including the primary target and
goal of each stage and individual targets for Stage I, are listed in
Table 1. Due to space limitations we will only review Pretreatment
and Stage I DBT and then briefly discuss the modes and functions of
treatment.

Table 1. DBT Stages, Targets, and Goals

Stages Target(s) Goal(s)
Pre-Treatment Commitment & Agreements
Stage I Severe Behavioral Dyscontrol Behavioral Control

Decrease Behaviors
Life Threatening Behaviors
Therapy Threatening Behaviors
Quality of Life Threatening Behaviors
Increase Behavioral Skills
Mindfulness
Interpersonal Effectiveness
Emotion Regulation
Distress Tolerance
Stage 11 Quiet Desperation Emotional Experiencing
Stage I1I Problems in Living Ordinary Happiness &
Unhappiness
Stage IV Incompleteness Capacity for Joy

The pre-treatment stage of DBT is designed to increase
client compliance with the treatment, and may be one factor related
to the lower dropout rate of DBT clients in outcome studies. The
pre-treatment stage might similarly reduce drop-out among some
individuals with PTSD. This phase is based on the assumptions that
change 1s more likely to occur when one has committed to change,
and that commitments are strengthened through the process of thor-
oughly considering one’s reasons for changing and the processes in-
volved. During pre-treatment, clients are oriented to the structure,
goals, targets, and expectations of DBT and strategies are utilized to
enhance their commitment (e.g., evaluating the pros and cons of
changing, and the devil’s advocate technique, where the therapist ar-
gues points for not changing, thereby eliciting the client’s reasons for
changing). Through this type of dialogue, clients refine and solidify
their goals and determine whether to pursue DBT in order to reach
their goals.

.the individual learns to mistrust his/
her private experiences and fails to
learn adaptive ways of expressing and
regulating emotional responses....this
theory was originally proposed to ac-
count for the bebhaviors characteristic
of BPD, but it may also explain sus-
ceptibility to (and maintenance of)
PTSD symptoms in some individuals.

Stage I DBT 1s structured according to targets of treat-
ment. The primary targets include reducing life threatening behav-
1ors, reducing behaviors that interfere with the process of therapy,
and changing behaviors and circumstances that interfere with achiev-
ing a good quality of life (e.g., financial, housing, and relationship
problems, substance abuse, etc.). In individual sessions, behaviors
are addressed 1n a hierarchical manner such that life-threatening be-
haviors take precedence, followed by therapy interfering behaviors,
and then quality of life interfering behaviors. Skills for enhancing
behavioral capabilities are also taught in Stage I, usually in the con-
text of psychoeducational groups and then reinforced in individual
therapy.

This hierarchical approach appears to be especially useful
when working with multi-problemed clients, and for this reason, may
have particular utility for clients with PTSD. Individuals with PTSD
frequently present with a host of problems in addition to PTSD symp-
toms, including suicidal thoughts and behavior, substance abuse, eat-
ing disorders, depression, anxiety, interpersonal problems, financial
stress, etc. With so many problems, determining a focus can be a
difficult task, often resulting in the sense of “putting out fires” from
week to week, with little progress obtained on any one problem.

Continued on page 10
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Psychotraumatology in the Twenty-First Century

I’m sure all of you have had your fill of Y2K journalism. Most typically these articles identify the best actors, athletes, movies, songs,
or the most important historical events, scientific breakthroughs or political leaders of the past century. At the risk of taxing your patience,
I’d like to do something of this sort with respect to PTSD. 1’d like to propose my 10 nominees for the most important scientific and clinical
foct for the new century. The items on my list are not presented in order of importance, but rather in a sequence that is easiest for me to tell
you about them.

1. Diagnosis will be a major concern. Starting with the construct of “complex PTSD,” there will be much activity devoted to attempts
to establish the validity of other post-traumatic syndromes besides PTSD. Clinicians and scholars working with survivors of prolonged
trauma such as child abuse or repetitive torture during political incarceration are convinced that the PTSD diagnostic criteria do not
adequately characterize the most important symptoms seen in such patients. In this regard, diagnostic constructs will be proposed to
differentiate protracted vs. acute trauma; sexual versus war zone versus disaster trauma, etc. Diagnostic schemes that emphasize dissocia-
tion or somatization will be tested. Furthermore, post-traumatic medical problems will be the subject of serious scrutiny from a diagnos-
tic perspective. And, finally, the DSM-V, VI, or VII Task Force will consider (again) whether or not to redesignate PTSD as one of a
spectrum of post-traumatic syndromes, rather than as an anxiety disorder.

2. Cross-Cultural research will attempt to determine whether there are better diagnostic formulations than PTSD with which to charac-
terize the post-traumatic distress among people from non-industrialized, non-Euroamerican ethnocultural settings. Although PTSD has
been diagnosed among trauma survivors throughout the world, it 1s possible that other diagnostic constructs might have better ecological
validity.

3. Acute Post-Traumatic Syndromes will be a major focus of research. The prominence accorded dissociative symptoms in the DSM-
IV’s Acute Stress Disorder had a very flimsy empirical basis. Current findings have further challenged this assumption and suggest that
other acute post-traumatic symptoms may be better predictors of PTSD than dissociation. Perhaps we will find that there are several
different acute post-traumatic reactions, each of which predicts a different chronic post-traumatic syndrome.

4. Assessment Instruments will need to be developed to permit rigorous research on the above diagnostic questions. Assessment
tools will not be limited to traditional questionnaires or structured interviews. In addition, psychophysiological assessment strategies will
be employed that are based on the unique response profile of PTSD subjects when exposed to laboratory paradigms utilizing trauma-
related stimuli and measuring physiological reactivity, the startle reflex, evoked cortical potentials and sleep. Finally, neurobiological
assessment employing pharmacological probes such as dexamethasone, yohimbine, and other provocative agents will find a place in
routine clinical assessment.

5. Psychobiological Research on the pathophysiology of PTSD will move beyond its current focus on the adrenergic, serotonergic
and hypothalamic-pituitary-adrenocortical systems. Greater attention will be given to corticotropin releasing factor, the opioid system,
substance P, neuropeptide Y, and the role of glutamatergic mechanisms in information processing and memory.

6. New Medications will be spawned by the psychobiological insights mentioned above. Psychiatrists treating PTSD several decades
from now may have a whole new armamentarium of pharmacological agents from which to choose. Indeed, the current medications of
choice may be completely supplanted by a new generation of agents acting with greater efficacy on different brain mechanisms.

7. Psychological Research will focus on PTSD-related abnormalities in cognition, appraisal, conditionability, numbing, affect regula-
tion, learning, memory, and dissociation. Prospective studies will show that the longitudinal course of PTSD consists of a succession of
stages, each characterized by a different pattern of psychological (and psychobiological) abnormalities so that effective interventions at one
stage will have little efficacy at other stages.

8. Psychotherapy Research will not only focus on the development of different treatment approaches but on predictors of successful
treatment response. Such information will permit treatment matching at the outset of therapy so that (for example) exposure therapy
responders can be efficiently identified and assigned to such treatment, whereas exposure therapy nonresponders can be assigned to a
different treatment that is more likely to ameliorate their symptoms.

9. Risk (and Protective) Factors will be studied in protocols designed to identify genetic, experiential, psychological, or psychobio-
logical factors that increase the risk of PTSD following traumatic exposure. In addition, we will try to develop interventions that will
fortify resistance and reduce vulnerability among those individuals who are at greatest risk for developing PTSD. The flip side of this
approach, moreover, is to identify those protective factors among individuals resistant to PTSD and to incorporate such knowledge into
new treatment strategies.

10. Prevention of PTSD should be given the highest priority. At the level of clinical practice this means early detection of post-
traumatic distress and rapid interventions following acute traumatization. At the public policy level, however, it means making the world
a safer place through prevention of war, rape, child abuse, domestic violence, urban violence, traffic acc1dents and hazardous work-place
conditions. The good news, in this regard 1s that public officials and pohtlcal leaders have become 1ncreas1ngly sensitive to the potentially
devastating effects of PTSD. The not-so- -good news is that we have just begun to scratch the surface as a society and global community to
improve safety and security for every man, woman, and child in the century that has just begun.

8



NC-PTSD Clinical Quarterly Volume 9 (1) Winter 2000

Marie B. Caulfield, Ph.D, &> Annabel Prins, Ph.D.

Women, Trauma, Interpersonal Stressors and Health

Susan Doron, M.A. and Tamara Newton, Ph.D.

This column addresses the intersection of three domains: women who have experienced traumatic stressors, chronic interper-
sonal stressors, and physical health. We touch upon research that suggests explicit connections among these three domains. We have
found that awareness of this research allows us to look at the problems women trauma survivors face in a new light, often raising
alternative case conceptualization and offering additional treatment targets.

Diverse research findings suggest that emotional and biological vulnerability to social strain is heightened among women, rela-
tive to men. This may be because gender-hnked socialization emphasizes relational aspects of identity more for women than for men.
This has been reflected in our clinical experiences with women trauma survivors. Periods of depression, impaired functxonmg, and
physical symptoms may follow social interactions that culminate in feelings of defeat or humiliation, and that occur when one’s status in a
valued social group 1s threatened or devalued. For example, during a work meeting, Ms. Smith asserts her ideas and she is emphatically
rebuffed or “shot-down” by several socially dominant group members. At her next therapy session, Ms. Smith reports that she could not
get out of bed for two days 1mmed1dtely following this incident and she has been experiencing severe back pain. In another more dramatic
example, Ms. Johnson experiences her first heart attack soon after being shunned from a group that formed a core part of her identity and
that offered her primary source of social support. For many of the trauma survivors with whom we work, the social strain is strong and
constant: A typical day may consist of going from an abusive relationship at home to an undermining work environment, experiences that
erode core aspects of one’s social identity. These situations are of a lesser magnitude than traumatic experiences, but they resonate with
similar qualities, and may revivify an undercurrent of traumatic thoughts and feelings.

These clinical observations are consistent with research on life adversity and women’s psychologmdl health. Life events charac-
terized by a blow to a core aspect of one’s identity and that include a severe interpersonal crisis, such as humiliation, entrapment, or
subordination, are associated with the onset of comorbid anxiety and depression among women (1). In fact, women’s well-being is more
strongly affected by strained and problematic social ties, than by positive social connections. Relationships that are unequal with regard to
decision-making are an especially salient part of women’s social strain (2).

Similar socioemotional processes lie at the boundary of mind-body interactions. Emotional responses to interpersonal conflicts
are relatively enduring; they may fail to habituate over the course of a few days, when responses to other stressors have long faded (3).
Moreover, human physiology—including the cardiovascular, endocrine, and immune systems—is exquisitely attuned to the quality of
social interactions. The hypothalamic-pituitary-adrenal axis, a biological system central to metabolic control and that has wide ranging
physical effects, responds to nuances of status and rank in the social environment (4). In our own laboratory, we have observed that
blood pressure increases in response to hostile social stressors can be attenuated if one 1s in a position of greater control or dominance.
Thus, a woman’s rank and status in her social group has clear consequences for how her physical health will fair in a negative social
environment. Chronic exposure to negative social environments constitutes repeated challenges to an individual’s physiological systems,
so that over time, the cumulative physiological strain may contribute to serious medical conditions (5). For women trauma survivors,
elements of negative social environments may implicitly echo past traumatic experiences in a way that may be especially salient in
activating these physiological alterations.

We have found that understanding these subtle, but powerful, connections between social experiences and physical processes
facilitates treating women trauma survivors. After experiencing an interpersonal humiliation or defeat, a patient might be helped by re-
establishing a sense of status and control to counter feelings of powerlessness and loss of face. The therapist can also assist the woman
in avoiding self-blame by using cognitive restructuring to help reframe the client’s experiences, and providing education on the physical
and emotional impact of negative social environments. A very important intervention is providing psychoeducation on navigating
competitive and challenging environments, particularly workplace situations that the patient cannot easily or quickly leave or change. To
the extent that these interventions can help a woman reclaim a sense of status and value, they may inoculate her against future negative
experiences and protect her physical health.
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The treatment hierarchy described here provides a guide and ratio-
nale for prioritizing targets in treatment sessions. Target behaviors
are tracked by use of a diary card that clients complete daily (cf. 3).
This is then used to structure the sessions.

A second feature of Stage I DBT that may be especially
applicable to the treatment of PTSD is the focus on therapy inter-
fering behaviors as a specific target of therapy. One of the biggest
obstacles to treatment can be actually getting the client to do the
treatment. For example, missing sessions, coming late to sessions,
not working in sessions and not completing assigned homework,
are common problems in the treatment of individuals with PTSD.
In fact, if clients did not engage in therapy interfering behaviors,
the established treatments for PTSD would likely be quite effective
for the majority of clients. As a high priority target in DBT, therapy
interfering behaviors become the primary focus of therapy when
life-threatening behaviors have not occurred. Through the use of
specific communication strategies, determination of the factors that
contribute to the development and maintenance of therapy inter-
fering behaviors, and active problem-solving efforts, therapy can
progress.

DBT, especially Stage [, is further structured according to
mode and function of treatment. Based on a model of compre-
hensive treatment, standard Stage [ DBT 1s structured into five dif-
ferent modes of treatment, each with its own unique function: 1)
psychoeducational skills group, to enhance client capabilities, 2) in-
dividual outpatient psychotherapy, to improve the client’s motiva-
tion to change, 3) phone consultation (“coaching”), to ensure that
new capabilities generalize from therapy to the client’s everyday
life, 4) therapist consultation group, to enhance therapist capabili-
ties and motivation to treat effectively, and 5) guidelines for struc-
turing the therapeutic environment to support client and therapist
capabilities. We believe that comprehensive treatment of Stage [
PTSD could be aided by a similar structure. Although these par-
ticular modes work well in many settings, meeting the functions of
the treatment is more crucial than having a particular mode. We
will next describe aspects of individual DBT and the
psychoeducational skills groups that might be particularly appli-
cable to Stage I treatment of PTSD.

Individual Psychotherapy

Individual DBT is primarily guided by behavioral theory
and techniques and the theory of dialectics. It was stated above
that sessions are structured according to the hierarchy of targets,
by use of the diary cards. Based on behavioral theory, individual
behaviors (e.g., self-harm, substance use, therapy interfering behav-
1or) are examined through the use of chain analysis procedures,
that 1s, step-by-step analyses of the chain of events (thoughts, be-
haviors, emotions, external events) that link some precipitating event
to the behavior being examined. The goal is to identify “dysfunc-
tional links,” that is, places in the chain where, had things gone dif-
ferently, the behavior would not have occurred. From a behav-
1oral view, possible dysfunctional links include: 1) skills deficits; 2)
cognitive factors (interpretations, beliefs, etc.); 3) conditioned emo-
tional responses; and 4) contingencies (e.g., the dysfunctional be-
havior was reinforced, or more effective behavior was punished or
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not reinforced). Solutions (including skills teaching, cognitive restruc-
turing, exposure, and contingency modification) are then generated
according to identified dysfunctional links. This 1s basic behavior
therapy.

Guided by the theory of dialectics, DBT adds a number of
techniques to basic behavior therapy to increase effectiveness with multi-
problemed clients. Briefly, dialectics refers to both a worldview and a
method of persuasion. As a worldview, reality is viewed as holistic
and interrelated, comprised of opposing forces (thesis-antithesis), and
dynamic, 1.e.,, perpetually changing through the synthesis of naturally
opposing views and positions. As a method of persuasion, dialectics
refers to the process of change that occurs through the simultaneous
consideration of opposing viewpoints. Within a dialectical framework,
clients in DBT are taught, encouraged, coached and cajoled to change
behaviors that threaten or seriously compromise their lives or the
therapy, while acceptance of the client and her life as they are in the
moment is continuously emphasized.

Certain strategies are utilized in DBT, particularly in individual
work, to create and maintain the tension inherent in balancing accep-
tance and change. For example, validation strategies are balanced with
behavior therapy strategies, and an #rreverent communication style by
the therapist is balanced with a reciprocal and warm style. Specific dia-
lectical strategies are also used in DBT, which simultaneously promote
acceptance and change (e.g., the use of metaphor, and the devil’s ad-
vocate technique). In addition, drawing from Eastern philosophy and
mindfulness practices, clients are taught skills for acceptance of reality
(.., mindfulness and distress tolerance), balanced with skills for change
(emotion regulation and interpersonal effectiveness). A sense of speed
and flow naturally arise from quickly moving between acceptance and
change strategies as the therapist changes in the moment to respond to
what is needed. Thus, Linehan likens DBT to good improvisational
jazz. Such responsiveness is critically important when working with
the multi-problemed client.

Group Skills Training

Skills training is a particularly important component of DBT.
Because many of the behavioral problems characteristic of BPD
reflect a pattern of deficits in self-, emotional-, interpersonal-, and
behavioral-dysregulation, the four skills training modules in DBT
specifically seek to enhance client capabilities by teaching new skills in
self-regulation (mindfulness), emotion regulation, interpersonal
effectiveness and distress tolerance. These modules and their
applicability to the treatment of PTSD will only be briefly reviewed
here. The reader is referred to Linehan’s Skills Training Manual (5)
for a detailed discussion of psychosocial skills training in DBT as well
as detailed didactic materials for each module.

The mindfulness module targets problems secondary to
dysregulation of the self, including feelings of emptiness, as well as
brief non-psychotic disturbances (e.g., depersonalization, dissociation
and delusions in response to stress). These problems, which are
common to patients with PTSD as well BPD, are addressed as patients
are taught to increase awareness, to observe and describe themselves
and their environment in a non-judgmental manner, to “be” in the
moment, and to act effectively (i.e., to do what works). An increased
capacity for awareness of self might additionally benefit trauma
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survivors by facilitating their ability to detect and modulate
subtle forms of avoidance, which undetected would
compromise the effectiveness of exposure therapy. Similarly,
an increased ability to “be in the moment” might help diminish
the trauma survivor’s painful and debilitating tendency to re-
experience past traumas while remaining ever vigilant of future
threats. Finally, cultivating a non-judgmental stance towards
oneself and others might be particularly helpful to trauma
survivors who frequently struggle with feelings of guilt, shame
and self-blame vis-a-vis their traumatic experiences.

The emotion regulation module addresses the emotional
lability, depression, and irritability characteristic of BPD. Clients
are taught to identify and label emotions, reduce vulnerability
to emotional dysregulation through effective self-care, increase
positive emotional experiences (i.e., control emotions by
controlling events that trigger emotions), increase mindfulness
of current emotional experiences (i.e., experience emotions
without judging or inhibiting them), act opposite to
counterproductive emotional urges, and utilize distress tolerance
techniques (described below). These skills should be equally
applicable to the treatment of trauma survivors given that many
of their symptoms stem from difficulty regulating emotions
triggered by traumatic stimuli and memories. Moreover, many
assoclated or co-morbid problems (e.g., substance abuse, eating
disorders), which may at times be maladaptive attempts to
regulate emotional distress, could be simultaneously addressed
by enhancement of these skills.

The interpersonal effectiveness module is designed to
address the intense, chaotic, and conflictual relationships
characteristic of patients with BPD. The focus is on teaching
skills that improve the ability of the individual to get their needs
met, preserve and/or improve relationships, and maintain or
increase self respect. Patients with PTSD also tend to have
severe interpersonal problems secondary to the nature of their
symptoms and an understandable disinclination to trust others.
Thus, specifically targeting interpersonal effectiveness could have
multiple benefits for PTSD patients including facilitating their
ability to say no to unwanted requests, thereby potentially
decreasing their risk for revictimization, and increasing the
number and quality of their social supports, which is essential
before more trauma-focused work can be started.

Finally, the distress tolerance module addresses patterns
of behavioral dysregulation characteristic of BPD such as self-
harm, suicide attempts and impulsive behaviors. In DBT such
behaviors are viewed as maladaptive solutions to emotional
distress, thus patients are taught skills to enable them to tolerate
crises and accept life as it is. Four sets of crisis survival strategies
are taught: distraction, self-soothing, improving the moment,
and thinking of pros and cons (of not tolerating distress). Clients
are also taught skills for acceptance, including, for example,
radical acceptance (complete acceptance from deep within), and
turning the mind toward acceptance (i.e., choosing to accept
reality as 1t 1s). Given the focus of Stage [ treatment for PTSD
on emotional and behavioral stabilization, clients typically
continue to experience painful trauma-related affects and crises

DIALECTICAL BEHAVIOR THERAPY
& TREATMENT OF PTSD

throughout this stage. Thus, distress tolerance skills are essential if the
patient is to remain in treatment, resolve their crises, develop skills, and
gain the necessary supports requisite for the eventual initiation and
successful completion of trauma focused work.

DBT Assumptions

In this section we briefly review a few of the assumptions about
patients and treatment that Linehan has generated to facilitate therapist’s
motivation and effectiveness. Linehan’s eight assumptions are listed in
Table 2. These are not facts, but instead, ways of thinking that we believe
increase the strength of the therapeutic alliance and enhance the
appropriateness of the clinician’s interventions and ultimately the success
of the treatment.

Table 2. DBT Assumptions About Patients and Therapy

1. Patients are doing the best they can.
2. Patients want to improve.
3. Patients need to do better, try harder, and be more motivated
to change.
4. Patients cannot fail in therapy.
5. The lives of suicidal, borderline individuals are unbearable as
they are currently being lived.
6. Although patients may not have caused all of their own prob-
lems (recall the biosocial theory), they have to solve them anyway.
7. Patients must learn new behaviors in all relevant contexts.
8. Therapists treating individuals diagnosed with BPD need support.

Consider, for example, the first three assumptions in Table 2 in
relation to clients with either BPD or PTSD. These assumptions speak
to the confusion and frustration that both patients and clinicians
experience when patients’ counterproductive and/or impulsive behaviors
persist despite repeated assessment, intervention and the client’s
expressed desire to change. That “patients are doing the best they can”
is actually a philosophical position; all people, at any given time, are
doing the best they can in that moment, given their current situation as
well as perceptual biases, abilities, vulnerabilities and motivations.
Linehan asserts that most patients are usually working hard at changing
themselves, however, effort and progress can be almost imperceptible
at times. Moreover, some behaviors are so annoying or inexplicable
that the therapist may assume that clients are just not trying and/or that
they don’t want to improve. Nonetheless, telling patients that they are
not trying hard enough without exploring obstacles to change can be
extremely invalidating. It also threatens the therapist’s motivation and
ability to objectively assess the factors that may be interfering with effort,
motivation, and progress (e.g., fear, shame, skills deficits, cognitive
distortions and faulty contingencies). The assumption that “patients need
to do better, try harder, and be more motivated to change” simply
dialectically balances the first two assumptions; patients may be trying
as hard as they can and want to do even better, but this does not mean
that their efforts or motivation are sufficient. The therapist must
determine what 1s interfering with the client’s effort and motivation and
utilize problem-solving strategies to address any obstacles.
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While clients with PTSD may not exhibit many of the extreme
behavior problems characteristic of BPD, treating this population can
be quite challenging and progress is often painfully slow and frustrating
for both client and therapist. We encourage the reader to think about
which of the assumptions in Table 2 might be particularly helpful in
their work with their clients.

Conclusion

We have attempted to provide the reader with a brief review
of the core components of DBT and the ways in which its theory and
interventions might be usefully applied to the treatment of PTSD.
Based on the discussion presented here, DBT appears to offer an im-
portant and potentially effective adjunct to existing cognitive-behav-
1oral approaches. Nonetheless, research is clearly needed to empiri-
cally evaluate the effectiveness of DBT with PTSD populations. Those
readers interested in learning more about DBT are encouraged to read
the treatment manuals mentioned earlier, or to seek training in DBT.
Information on DBT can also be obtained from the DBT website, at

www.behavioraltech.com
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SUBSCRIPTION INFORMATION

We are no longer able to provide free issues of the
NC-PISD Clinical Quarterly to readers not employed
by the Department of Veterans Affairs. You can,
however, continue to receive the Clinical Quarterly at

nominal cost by using the Superintendent of
Documents form below.

Employees of the Department of Veterans Affairs
recetve the Clinical Quarterly at no cost.

United States Government Credit card orders are welcome!
INFORMATION
Onder Processing Code: Fax your orders (202) 512-2250
* 5737 Phone your orders (202) §12-1800

YES, please send subscriptions to:

National Center for PTSD Clinical Quarterly (CPCQ) at $7 each ($8.75 foreign) per year.
The total cost of my order is $ For privacy protection, check the box below:
Price includes regular shipping & handling and is subject to change. Do not make my name available to other mailers

Check method of payment:

Company or personal name (Please type or print)

D Check payable to: ~ Superintendent of Documents

Additional address/attention line

l:] GPO Deposit Account | | l | | | | f"D
Street address

[] wisa [ ] Mastercard
City, State, Zip code
Daytime phone including area code (expiration date) | l I | l
Purchase order number (optional)

Authorizing signature 5/96
Mail to: Superintendent of Documents, P.O. Box 371954, Pittsburgh, PA 15250-7954
Important: Please include this completed order form with your remittance. Thank you for your order!

13




NC-PTSD Clinical Quarterly Volume 9 (1) Winter 2000

PTSD Assessment Library
Available upon request are selected instruments from our library of assessment and program evaluation tools (with

accompanying articles), together with templates describing over 100 trauma-related measures courtesy of Beth
Stamm, Ph.D., and Sidran Press. Telephone (650) 493-5000 ext. 22477.

PTSD Article Library
A helpful set of key articles on aspects of PTSD 1s available to VA or Vet Center clinicians free of charge. Telephone
(650) 493-5000 ext. 22673.

PTSD Video Library
The Menlo Park Education Team maintains a small videotape lending library exploring topics related to

PTSD diagnosts, evaluation, and treatment. Videotapes may be borrowed free of charge. Telephone (650) 493-
5000 ext. 22673.

PTSD Program Liaison and Consultation
The Menlo Park Education Team can help VA health care professionals locate needed resources. Services may include
assistance 1n locating relevant articles, locating resource persons, or problem-solving. Staff are available to consult in the
areas of PTSD Diagnosis and Treatment, Program Development and Design, Women and Trauma, Relapse Prevention,
and with other PTSD-related concerns. Telephone (650) 493-5000 ext. 22977.

National Center for PTSD Web Page
The NC-PTSD Home Page provides a description of activities of the National Center for PTSD and other trauma
related information. The world wide web address 1s: btip;//www.neptsd.org

PILOTS Database
PILOTS, the only electronic index focused exclusively on the world’s literature on PTSD and other mental health
consequences of exposure to traumatic events, provides clinicians and researchers with the ability to conduct
literature searches on all topics relevant to PTSD. bttp;//www.neptsd.org/PILOTS. html

NC-PTSD Research Quarterly
The Research Quarterly reviews recent scientific PTSD literature. Telephone (802) 296-5132 for subscription information.

Disaster Mental Health Training and Consultation
Education staff provide training in disaster mental health services, including team development, interfacing with
other agencies, on-site and off-site interventions, debriefing, and psychoeducational and treatment interventions
with disaster survivors and workers. Telephone (650) 493-5000 ext. 22494 or email: bhb@icon.palo-alto.med.va.gov

Conferences and Training Events
The Menlo Park Education Team provides consultative support for the development of training in PTSD. Services
include assistance 1n finding faculty and designing program content. Telephone (650) 493-5000 ext. 22673.
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The Education and Clinical Laboratory Division for the National Center for Post Traumatic
Stress Disorder at the Palo Alto CAVAMGC, in collaboration with the VA Employee Education
System, offers a Clinical Training Program (CTP). The training program is approved for 35
Category 1 CEUs for physicians, psychologists, social workers, and nurses.

Each year we welcome many mental health professionals from across the United States and
from around the world. Most clinicians who enroll in the program have a working knowledge
about treating the effects of trauma and PTSD and are looking to upgrade their clinical skills.
The CTP offers a broad range of educational activities, including:

* Lectures
* Clinical consultation
* Clinical observation of group treatment

*

Group discussions facilitated by staff

Specific training topics include warzone trauma group treatment, treatment of women veterans,
treatment of sexual assault related PTSD, relapse prevention, cross cultural treatment issues,
assessment and treatment of families, disaster mental health services, cognition and PTSD,
assessment of PTSD, and psychiatric assessment.

Training programs are scheduled for a minimum of one week, though longer programs are
available if the applicant can justify an extended stay. Programs are scheduled nine times per
year, on the second or third week of the month.

At present time, funding for attendance is not available from the National Center. There is no fee for
the training program itself, but participants are responsible for providing their own transportation,
lodging, and meals. Interested applicants are encouraged to explore funding options through their local
medical centers or VA Employee Education System.

For more information, or to request an application, please email:
Jir@icon.palo-alto.med.va.gov

or telephone FTS 700463-2673; commercial number 650-493-5000, ext. 22673.
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Two one-year fellowships are available through the multidisciplinary PTSD
Training Program at the National Center for PTSD, Pacific Islands Division of
Honolulu Veterans Affairs Medical and Regional Office Center. Training includes
working with veterans in outpatient and inpatient settings, weekly didactics in
PTSD, and opportunities to be involved with PTSD research.

Qualifications include: U.S. citizenship, earned doctorate in psychology from
an APA-approved program by start date, and completed APA-approved
internship. Appointment begins September 1, 2000. Stipend for the current
year (40 hours per week for the full year) is $37,000 before taxes, including ten
paid Federal holidays, 13 days of annual leave, and 13 days of sick leave if
needed.

Request application packet from: Dr. Julia Whealin, Training Program Leader,
Department of Veterans Affairs, NC-PTSD, Pacific Islands Division, 1132
Bishop Street, Suite 307, Honolulu, HI, 96813. E-mail:
Julia.Whealin@med.va.gov. Phone: (808) 566-1546. Fax: (808) 566-1885.
Completed applications must be received by February 25, 2000.

The VA is an Affirmative Action/Equal Opportunity
Employer

The National Center for PTSD and Readjustment Counseling Service co-host a teleconference
call to facilitate networking and information sharing for VA practitioners interested in disaster
mental health. Calls are scheduled the first Thursday of each month, 11:00am (EST). Phone 800-
767-1850 and request to be connected to the mental health crisis counseling call. For futher
information, please call Bruce H. Young, LCSW, Disaster Services Coordinator, NC-PTSD
(650-493-5000 ext. 22494).




